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EPP-01
LAPAROSCOPIC DISTAL
PANCREATECTOMY
A. Javed, R. Dinesh, N. Solanki and A. Agarwal
GB Pant Hospital & MAM College, India
Introduction: This videos shows 2 cases in whom distal
pancreatectomy done by minimal invasive approach,
one spleen preserving and the other distal pancreatec-
tomy with splenectomy.
EPP-02
LAPAROSCOPIC LATERAL
PANCREATOJEJUNOSTOMY FOR
CHRONIC PANCREATITIS
M.N. Saravanan, A. Javed and A. Agarwal
GB Pant Hospital & MAM College, India
Introduction: Partington Rochelle modification of Peu-
stows lateral pancreatojejunostomy is a standard surgi-
cal treatment of chronic pancreatitis needing surgical
management. The video shows two cases in which a lat-
eral pancreatojejunostomy was performed by the mini-
mal invasive surgical approach.
EPP-03
DUODENO-JEJUNOSTOMY FOR
ANNULAR PANCREAS
S. Palanisamy, C. Palnivelu, P. Praveen Raj, R.
Parthasarathi, P.S. Rajan, S. Sandeep, S. Bansal and
K.N. Paramesh
GEM Hospital and Research Centre, Coimbatore, India
Introduction: Background. Annular pancreas is a con-
genital disorder which may occur in 5–15% people per
1,00,000 people. It may be incomplete in 75% and
complete in 25% of the cases. Patients generally present
with repeated vomiting, pain abdomen and sometimes
deranged liver function tests. Here we present a video
of a patient presenting with gastric outlet obstruction
symptoms, whom we managed with Laparoscopic Duo-
deno-jejunostomy.
Method: Technique. Patient Position-was placed supine
with 20-degree head-up. Legs split apart. Surgeon Posi-
tion-Surgeon in between legs, Camera Surgeon on right
and 1st assistant on left. Port Position-5 mm ports-epi-
gastric region, Rt Lumbar region 10 mm port below
umbilicus and Lt Lumbar region Gastrocolic omentum
is divided and lesser sac entered. Hepatic flexure and
Transverse colon is brought down to expose head of
pancreas and second and third part of duodenum.
Roux loop of jejunum 40 cm from DJ flexure brought
upto the duodenum. Most caudal part of the D II is
selected. Stay sutures taken. Using Endo GI Stapler
(45 mm,White load) side to side Duodenojejunostomy
performed. Common opening closed with PDS 2–0
sutures. Post-op course-Patient had an uneventful
recovery. On 3rd postoperative day he passed flatus.
Review scan was done to rule out any collection and
was found to be normal. Feeding was gradually started
from 4th postoperative day and discharged on 6th
post-op day.
Conclusions: Conclusion. Annular pancreas causing
duodenal obstruction is a rare event. But it can be
safely tackled by performing Duodeno-jejunostomy
laparoscopically.
EPP-04
“E” SEQUENTIAL RESECTION IN
LAPAROSCOPIC
PANCREATICODUODENECTOMY
D.W. Hwang, Y.-S. Yoon, J.Y. Cho, Y.K. Kim,
W. Lee, H.K. Shin and H.-S. Han
Seoul National University Bundang Hospital, Korea
Introduction: Via this video, I would like to introduce
our method as one of the resection methods in laparo-
scopic pancreaticoduodenectomy, “e” sequential resec-
tion.
Method: After establishing a pneumoperitoneum, the
gastrocolic ligament is divided and the lesser sac widely
exposed. The right gastroepiploic vessels and right gas-
tric vessels are transected. The first portion of duode-
num is divided about 2 cm distal to the pylorus. The
superior mesenteric vein (SMV) is identified at the infe-
rior border of the pancreatic neck and the portal vein
(PV) at the superior border. A tunnel is dissected pos-
terior to the pancreatic neck, anterior to SMV and PV.
The pancreatic neck parenchyma is divided with ultra-
sonic shears, and the pancreatic duct is divided sharply
with scissors. The gastroduodenal artery is ligated,
clipped, and divided. And then the bile duct just above
the cystic duct is dissected, ligated distally, and divided.
The mobilization of duodenum and Kocher maneuver
is performed. The fourth portion of the duodenum and
proximal jejunum are mobilized and the jejunum is
transected about 15 cm distal to the ligament of Treitz.
The jejunal stump is passed into the supramesocolic
compartment using retrocolic manner. Dissection of the
pancreatic head and uncinate process off PV, SMV,
and superior mesenteric artery is performed using an
endoscopic linear stapler or Ligasure. Larger tributary
vessels (pancreaticoduodenal vessels) are ligated or
clipped. All peripancreatic lymphatic and connective
tissue is taken en bloc with the specimen. The specimen
is then extracted using a plastic bag.
Results:
Conclusions: The sequence of this method resembles
that of a small character “e” in writing, thus given the
name “e” sequential resection. The dissection sequence
approaches from the anterior to posterior, medial to
lateral direction, sequentially revealing the operation
field in a safe and easy manner. Thus the “e” also
stands for “easy” and “effective” resection.
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EPP-05
DISTAL PANCREATECTOMY USING
LAPAROSCOPIC METHOD IN OUR
EXPERIENCE
M. Ito, Y. Asano, R. Ito, M. Shimura, C. Hayashi,
T. Ochi, K. Shimizu and A. Horiguchi
Fujita-Health University, Japan
Introduction: Recent advances in operative techniques
and instrumentation have empowered surgeons to per-
form virtually all minimally invasive procedures in the
pancreas, including the distal pancreatectomy. Some of
these procedures represent the most sophisticated appli-
cation of minimally invasive surgery, and their out-
comes are reportedly better than those of conventional
open approaches. The purpose of this study is to criti-
cally analyze the indications for and outcomes after
Lap-DP.
Method: The medical records of all patients undergo-
ing resection of pancreatic head from April 2009 to
December 2013 were performed. Distal pancreatec-
tomy (DP, SPDP) was 10 cases and 10 Laparoscopic
DP (LAP DP, SPDP). Data are expressed as
mean  standard deviation.
Results: Lap-DP was performed in 10 patients with
68.0  12.1 years. Indications for Lap-DP was
attempted in 11 patients and completed in 10 patients
during same sentence. Mean operative time was
292  153 minutes vs 306  29 minutes. (NS) and
mean blood loss was 153  71 mL vs 61.7  72 mL.
(NS)
The mean postoperative LOS was 24  11 days vs
14  3 days there was not the significant difference
between two groups. Ten patients in Lap-DP experi-
enced a total of two postoperative complications, Sple-
nic ischemia and gastric twist.
Conclusions: Laparoscopic pancreatic resection is safe
and feasible in selected patients with pancreatic distal
area.
EPP-06
MY STRATEGIES HOW TO PREVENT
AND MANAGE THE BLEEDING
DURING SPLEEN PRESERVING
LAPAROSCOPIC DISTAL
PANCREATECTOMY
S.S. Yun, D.S. Lee, M.K. Kim, H.K. Jung and
H.J. Kim
Yeungnam University Medical Center, Korea
Introduction: Main cause of conversion to open surgery
during spleen preserving laparoscopic distal pancreatec-
tomy(LDP) is bleeding.
Method: I want to show you my video clips (3 or 4
short clips) with my strategies listed below, to prevent
and manage the bleeding during spleen preserving
LDP.
Results: Three strategies with each video clips: (1). Try
t expose splenic vein as long as possible, (2). Apply vas-
cular clamp to splenic vessels, (3). Convert to Warshaw
operation of Conventional LDP.
Conclusions: I can reduce the conversion rate and
bleeding during with my strategies during spleen pre-
serving LDP.
EPP-07
LAPAROSCOPIC ROBOT-ASSISTED
PANCREATICODUODENECTOMY
M.A. Belluomini, A. Gennai, D. Tartaglia, N.D. Lio,
S. Signori, F. Vistoli and U. Boggi
University of Pisa, Italy
Introduction: In 1994 Gagner and Pomp showed that
laparoscopic pancreaticoduodenectomy (LPD) was fea-
sible, but nearly 30 years later this operation has not
been included in the standard therapeutic armamentar-
ium of pancreatic surgeons yet. This delay is probably
explained by the intrinsic technical limitations of lapa-
roscopy which could be overcome by the enhanced dex-
terity offered by the da Vinci Surgical System.
Method: Between October 1, 2008 and August 19, 2013
52 LPD were performed under robotic assistance. In
this video we present our technique for robotic assisted
LPD.
Results: Similar to most previous experiences, patients
are placed supine, with parted legs, and in a reverse (20
degrees) Trendelenburg position with the table slightly
tilted to the left side. A total of 5 ports are used and
the specimen is extracted through a small Pfannenstiel
incision. Peculiar aspects of our basic setup are the
position of the camera port (along the right pararectal
line) and location of the third operative robotic arm
(so called “fourth robotic arm”) on the left patient’s
side. Having the fourth robotic arm on this side allows
easy retraction of the liver using the gallbladder as a
handle, and provides the surgeon with an extra right
hand. The basic step robot-assisted LPD reproduce
those of open surgery without need of adaptation from
established open techniques (Boggi U et al. Br J Surg
2013; 100: 917–925).
Conclusions: In selected patients, robotic-assisted LPD
is feasible with the same level of dexterity experienced
in open surgery.
EPP-08
LAPAROSCOPIC SPLEEN-PRESERVING
CORPOROCAUDAL
PANCREATECTOMY
E. Buckel, M. Ferrario and C. Derosas
Clinica Las Condes, Chile
Introduction: Laparoscopic surgery has become the
procedure of choice in selected pancreatic pathologies.
The purpose of the present video is to show our tech-
nique in laparoscopic spleen-preserving corporocaudal
pancreatectomy. 40-year-old female with an ultrasono-
graphic incidental pancreatic cist. Endosonographic fine
needle biopsy confirmed a Solid Pseudopapilary
Neoplasm. We decided a laparoscopic spleen-preserving
corporocaudal pancreatectomy.
Method: Patient in French position, we use three
12 mm and two 5 mm trocars. For dissection harmonic
scalpel was used. Pancreatic transection by means of
laparoscopic vascular stapler. Reinforcement of the
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pancreatic stump with 2.0 polypropylene sutures. Speci-
men extraction by a suprapubic incision. 5 mm Blake
drainage near to pancreatic stump.
Results: The patient have an excellent post operative
recovery with a short in hospital stay and optimal
recovery with excellent aesthetic results.
Conclusions: In our experience laparoscopic corporo-
caudal pancreatectomy is the approach of choice in
selected pancreatic tumors. Low morbidity and no mor-
tality make it a very safe technique, leading to prompt
postoperative recovery, faster laboral reinsertion and
optimal aesthetic results.
EPP-09
SINGLE PORT LAPAROSCOPIC
SPLEEN PRESERVING DISTAL
PANCREATECTOMY
H.J. Han1, T.-J. Song1, S.-Y. Yoon1, S. B. Choi2,
W.-B. Kim2 and S.-Y. Choi2
1Korea University Ansan Hospital, Korea; 2Korea
University Guro Hospital, Korea
Introduction: As laparoscopic distal pancreatectomy
has become the treatment of choice for pancreatic dis-
tal cystic tumors, distal pancreatectomy may be
another procedure that can be done using single inci-
sion due to angulated laparoscopic instruments, energy
sealing devices, high definition telescope and laparo-
scopic staplers available today. We present our initial
experiences with spleen preserving distal pancreatec-
tomy technique through a small transumbilical incision
using the single incision.
Method: The patient underwent single port laparo-
scopic spleen preserving distal pancreatectomy at the
Hepatobiliopancreas Division of the Department of
Surgery, Korea University Ansan Hospital.
Results: The operation time (from skin incision to skin
closure) was 270 minutes. Pathologic reports revealed
microcystic serous cystadenoma. The postoperative
hospital stay was 9 days. There was no postoperative
complication.
Conclusions: Our initial experience demonstrates that
at a single port laparoscopic spleen preserving distal
pancreatectomy can be performed safely in selected
patients.
EPP-10
PANCREATIC TRANSACTION USING
LIGASURE SYSTEM IN
LAPAROSCOPIC DISTAL
PANCREATECTOMY: CASE REPORT
Gupta, M. Madnani, T. Patel, J. Mistry, H. Soni,
A. Shah, K.S. Patel and S. Haribhakti
Kaizen Hospital, India
Introduction: Laparoscopy is gradually expanding its
role in pancreatic surgery including distal pancreatec-
tomy. The reported incidence of pancreatic fistulas after
distal pancreatectomy is 0 to 64%. The best method to
transect the pancreas and close the pancreatic remnant
to prevent a leak is not known. Options for closure
include a stapled versus a hand-sewn technique,
creation of a pancreaticoenteric anastomosis, placement
of a seromuscular patch, ultrasonic dissection, rein-
forcement with mesh, and the use of fibrin glue seal.
Pancreatic transection and sealing by LigaSure has
been studied in porcine models. Few case reports have
shown transaction of pancreas using LigaSure (electro-
thermal bipolar vessel sealer).
Method: 68-year-old patient presented with pain
abdomen, vomiting and weight loss. MDCT scan of
the patient showed lobulated exophytic heteroge-
neously enhancing hypodense lesion involving tail of
pancreas encasing distal splenic artery and throm-
bosed splenic vein. CA 19–9 was 7.14 U/mL. Patient
was operated - Laparoscopic distal pancreatectomy
with splenectomy.
Results: Operative time was 177 minutes Intraoperative
blood loss was 100cc. Pancreatic transaction was easily
performed using 10 mm LigaSure. There was no bleed-
ing or fogging. Post operatively patient recovered very
well. IV analgesics were stopped 3rd post operative
day. Abdominal drain was removed on 3th post opera-
tive day as daily drain output was less than 50 mL and
drain amylase was normal (74.3 U/L). Patient was dis-
charged on 6th day. Biopsy of pancreatic mass showed
Intermediate grade leiomyosarcoma (pT2b) FNCLCC–
Grade II, score - 5.
Conclusions: The LigaSure sealing device appears to be
safe and feasible alternative to stapler or ultrasonic dis-
section in laparoscopic distal pancreatectomy. Its
advantage includes better sealing and adequate haemo-
stasis, thus providing better field of vision and
decreased operative time.
EPP-11
SINGLE INCISION LAPAROSCOPIC
SPLEEN PRESERVING DISTAL
PANCREATECTOMY
H. Lee, J.S. Heo, J. Jeong, D.H. Kim, S.H. Choi and
D.W. Choi
Samsung Medical Center, Sungkyunkwan University,
Korea
Introduction: Conventional laparoscopic distal pancrea-
tectomy for benign pancreatic tumor has been accepted
as an alternative for open surgery. On the other hand,
single incision laparoscopic distal pancreatectomy was
rarely performed because the spleen preserving is diffi-
cult. This video demonstrates our early experiences in
single incision laparoscopic spleen preserving distal
pancreatectomy.
Method: From January 2013, total 7 patients under-
went single incision distal pancreatectomy. In this
video, the patient was 43-years-old and the preopera-
tive diagnosis was mucinous cystic neoplasm. The
hand-made glove port was used.
Results: The spleen was successfully preserved in 6
cases. Splenectomy was unavoidable in one case
because there was tumor infiltration in the splenic vein.
In this video, the spleen was also preserved successfully.
The operation time was 180 minutes and estimated
blood loss was 100 mL. There were no postoperative
complications.
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Conclusions: Single incision laparoscopic distal pancre-
atectomy might be safely performed with spleen preser-
vation in selected patients.
EPP-12
SMA-FIRST APPROACH THROUGH
THE TREITZE LIGAMENT IN
LAPAROSCOPIC
PANCREATICODUODENECTOMY
Y. Muto, A. Cho, H. Yamamoto, O. Kainuma,
N. Takiguchi, Y. Nabeya, H. Yanagibashi, T. Masuda
and M. Nagata
DivisioChiba Cancer Center Hospital, Japan
Introduction: Although minimally invasive surgery has
been widely spread, laparoscopic resection for invasive
pancreatic ductal adenocarcinoma (PDAC) is still not
universally accepted as an alternative approach for
open surgery. On the other hand, the technical aspects
of this complex operation continues to fascinate sur-
geons and this has been resulted in a number of modifi-
cations.
Method: 14 patients with PDAC underwent laparo-
scopic pancreaticoduodenectomy (LPD) using SMA-
first approach through the Treitze ligament in our insti-
tution. Surgical technique: With the transverse colon
lifted upward, the Treitze ligament is opened, and the
pancreatic head and the duodenum are freed from the
anterior surface of the IVC. The origin of the SMA
covered with loose connective tissue is identified and
taped cephalad to the left renal vein. Dissection of the
nerve plexus around the SMA proceeds from the origin
to the branching point of the IPDA. The IPDA is orig-
inating from the first jejuna artery or directly from the
SMA. A counterclockwise rotation of the SMA facili-
tates isolation and ligation of the IPDA arising from
the posterior surface of the SMA.
Results: In all patients, SMA-first approach through
the Treitze ligament and early ligation of the IPDA
could be successfully performed, as planned.
Conclusions: The present procedure is safe, feasible,
and useful in LPD for PDAC.
Conflict of Interest: We have no conflicts of interest or
financial ties to disclose.
EPP-13
ROBOTIC ENUCLEATION OF
PANCREATIC CYST
J. Martinie, D. Niemeyer, R. Swan, D. Sindram,
D. Iannitti and R.M. Seshadri
Carolinas Medical Center, USA
Introduction: Collectively, cystic tumors of the pancreas
are the second most common exocrine neoplasm fol-
lowing adenocarcinoma. There are 3 types of pancre-
atic cysts–mucinous cystadenoma; serous cystadenoma,
intraductal papillary neoplasm. Given the malignant
potential of mucinous cystadenoma; surgical resection
is often recommended. 50-year-old female with a 4 cm
cystic neoplasm in the head of the pancreas found on
CT for back pain. EUS confirmed presence of multi-
septated cyst with no clear communication with the
pancreatic duct. FNA was non-conclusive. CEA level
was 647.8 and CA 19–9 level was 7. Pancreaticoduo-
denectomy was recommended initially. The decision
was made to proceed with a robotic enucleation of the
cyst.
Method: After trochar placement, the greater omentum
was carefully peeled away from the cystic neoplasm.
With adequate visualization; meticulous dissection was
then carried out with monopolar and fenestrated bipo-
lar scissors to mobilize the edges of the cyst away from
the duodenal wall along the medial and inferior edges
of the pancreas. The cyst was eventually separated
from the head of the pancreas and no communication
with the duct was noticed at any point in time.
Results: The frozen section analysis was consistent with
a mucinous cystic neoplasm with low grade epithelium.
Patient tolerated the procedure well and was discharged
post operative day 3
Conclusions: We present a novel approach for pancre-
atic cyst enucleation as an alternative to pancreatico-
duodenectomy, which we believe decreased morbidity
for this patient.
EPP-14
ROBOTIC SEGMENTAL DUODENAL
RESECTION
J. Martinie, D. Niemeyer, R. Swan, D. Sindram,
D. Iannitti and R.M. Seshadri
Carolinas Medical Center, USA
Introduction: Duodenal polyps can have malignant
potential and hence warrant a biopsy and subsequent
resection if needed. Most of them can be done endo-
scopically but some warrant a surgical resection. We
present a 69-year-old female with a 3 cm intramural
lesion on the lateral wall of the 2nd portion of the
duodenum. Her primary clinical presentation was
upper GI bleeding. The endoscopic biopsy was consis-
tent with a myofibroblastic lesion with ulceration. We
decided to proceed with a robotic sleeve resection of
the lesion.
Method: After trocar placement, the hepatic flexure of
the colon was taken down using monopolar scissors to
visualize the duodenum. A complete kocker maneuver
was performed and the lesion was identified. Intraoper-
ative ultrasound was performed to confirm the loca-
tion. We used the monopolar electrocautery scissors to
make a duodenotomy along the anteromedial aspect.
We then proceeded to create an ellipse around the
polyp until it completely free of the remaining duode-
num. Frozen section was consistent with a benign
inflammatory fibrous polyp. The segmental duodenal
resection was closed using running lambert sutures
using two 40V LOC suture. At completion we checked
for hemostasis and a 19 French blake drain was placed
over the area of the repair.
Results: The patient tolerated the procedure well and
was discharged 3 days later.
Conclusions: We present a novel minimally invasive
approach for segmental duodenal resection that would
decrease the overall morbidity and mortality of the
procedure and promote early recovery.
© 2014 The Authors
HPB © 2014 Americas Hepato-Pancreato-Biliary Association HPB 2014, 16 (Suppl. 2), 735–745
738 E-Poster (Self-learning) [Pancreas]
EPP-15
LAPAROSCOPIC
CYSTOGASTROSTOMY FOR
PANCREATIC PSEUDOCYST – OUR
EXPERIENCE
M. Sahoo1, M. Gowda2 and A. Kumar2
1Associate Professor, India; 2Post Graduate, India
Introduction: Pancreatic pseudocysts (PPs) are one of
the known sequelae of pancreatitis. Traditional indica-
tions for intervention include symptomatic, large
(>6 cm), or persistent (>6 weeks) pseudocysts. With
advancements in minimally invasive techniques, laparo-
scopic cystogastrostomy has become a viable alterna-
tive to open internal drainage of PPs.
Method: In our hospital we have performed 15 laparo-
scopic cystogastrostomies over a period of 5 years (July
2007 to July 2012). Laparoscopically, by a 3 port
approach, gastrotomy was done on the anterior wall of
the stomach. The prominent part of the posterior wall
was then aspirated with LP needle and presence of cyst
was confirmed by presence of dark colored fluid. Then
stay sutures were taken on the posterior wall and entry
made with harmonic scalpel. Cyst contents were aspi-
rated and the opening was enlarged to 5–6 cm with the
help of harmonic scalpel. Debris were removed, cyst
was cleaned with saline. Margin of the opening was
sutured with 2–0 prolene. Then the anterior wall of the
stomach was closed with vicryl in double layers and
tube drain was placed in peritoneal cavity. The mean
size of the pancreatic pseudocyst was about 10 9 8 cm.
Patients were selected in whom cysts were present in
the body of Pancreas. Mean duration of operation was
about 1.5 hours. The mean duration of hospital stay
was 3 days. The patients were routinely followed up
with a repeat USG for a minimum period of 8 months.
Results: All patients had very good recovery with post-
operative follow up uneventful.
Conclusions: Laparoscopic cystogastrostomy is a safe,
feasible and effective procedure for pancreatic pseudo-
cyst with minimal morbidity.
EPP-16
LAPAROSCOPIC PYLORUS-
PRESERVING
PANCREATODUODENECTOMY WITH
DOUBLE JEJUNAL LOOP
RECONSTRUCTION
M.A. Machado, F.F. Makdissi, R.C. Surjan and
M.C. Machado
Sirio Libanes Hospital, Brazil
Introduction: Pancreatoduodenectomy is an established
procedure for the treatment of benign and malignant
diseases located at the pancreatic head and periampul-
lary region. In order to decrease morbidity and mortal-
ity, we devised a unique technique using two different
jejunal loops to avoid activation of pancreatic juice by
biliary secretion and therefore reduce severity of pan-
creatic fistula. This technique has been used for open
pancreatoduodenectomy worldwide but to date has
never been described for laparoscopic pancreatoduo-
denectomy. This video shows a laparoscopic pylorus-
preserving pancreatoduodenectomy with two jejunal
loops for reconstruction of the alimentary tract.
Method: A 53-year-old woman with cystic tumor in the
head of the pancreas was referred for treatment.
Totally laparoscopic pylorus-preserving pancreatoduo-
denectomy is performed. After pancreatic head resec-
tion, retrocolic end-to-side pancreaticojejunostomy with
duct-to-mucosa anastomosis is performed. Jejunal loop
is divided with stapler and side-to-side jejunojejunosto-
my is performed with stapler leaving a 40 cm jejunal
loop for retrocolic hepaticojejunostomy. Finally, end-
to-side duodenojejunostomy is performed in an antecol-
ic fashion.
Results: Operative time was 9 hours. There was mini-
mal bleeding and no transfusions were required. Patient
recovery well and was discharged on the 9th postopera-
tive day. Drains were removed and she did not present
pancreatic fistula or other complication. Pathology dis-
closed a well differentiated cystic neuroendocrine tumor
with Ki-67 of less than 1%. Patient is well with no sign
of disease 18 months after operation.
Conclusions: Laparoscopic pylorus-preserving pancre-
atoduodenectomy with double jejunal loop reconstruc-
tion is feasible and may be useful to decrease morbidity
and mortality after pancreatoduodenectomy. This oper-
ation is challenging and may be reserved for highly
skilled laparoscopic surgeons.
EPP-17
LAPAROSCOPIC CENTRAL
PANCREATECTOMY WITH A NOVEL
PANCREATIC RECONSTRUCTION
Long Jiao
Hammersmith Hospital, Imperial College, UK
Introduction: Laparoscopic central pancreatectomy is
preferred to distal pancreatectomy for tumours at the
neck or distal body of pancreas to avoid pancreatic
endo or exocrince insufficiency. However, pancreatic
reconstruction is often difficult due to a soft pancreatic
body and a normal non-dilated pancreatic duct. Con-
ventional reconstruction with either pancreaticojejunos-
tomy or pancreaticogastrostomy is often very tiresome
and difficult to do laparoscopically. In this video, I am
showing a new technique for pancreatic stump recon-
struction laparoscopically.
Method: Four patients underwent laparoscopic central
pancreatectomy for pancreatic parenchyma preserva-
tion. Following resection, a novel technique for pancre-
atic stump reconstruction as shown on video was
performed with a sleeve pancreaticogastrostomy (SPG)
as follows:
1. Pancreatic stump is mobilized up to 1 cm to free it
from splenic vein:
2. Greater curvature of stomach is brought down to pan-
creatic stump:
3. Sleeve gastrectomy was performed through the body
of stomach using endo GIA: 4. Sleeve pancreaticoga-
strostomy was reconstructed with laparoscopic suturing
of pancreatic stump to the end of gastric tube.
Results: All were completed laparoscopically. The
length of operative time was 2.7  0.2 minutes
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(Mean  SD). The length of time for reconstruction of
anastomosis 37  67.6 minutes (Mean  SD). The
median length of stay was 5.5 days. The final histology
of these 4 cases confirmed to be side branch IPMN
with PanIN 2 (n = 1), neuroendocrine tumour (n = 1),
metastatic melanoma (n = 1) and mucinous cystic
tumour (n = 1) respectively.
Conclusions: Sleeve pancreaticogastrostomy (SPG) is
easy to construct laparoscopically reducing the length
of operation and possibly postoperative pancreatic
leak. Pancreatic central rather than distal pancreatec-
tomy should be the choice of operation for patients
with benign pancreatic tumour at neck and distal body
for pancreatic preservation.
EPP-18
LAPAROSCOPIC ENUCLEATION OF A
PANCREATIC CYSTIC TUMOR
J.L. Beristain1, A.E. Garcia1, R. Mu~noz1,
C.D. Quiroz1, E. Fernandez1, A. Cuendis1,
M.E. Torres1, M. Rojano1, M. Moreno1 and
J.L. Beristain-Silva2
1Hospital General “Dr. Manuel Gea Gonzalez”, Mexico;
2Hospital de la Beneficencia Espa~nola, Mexico
Introduction: Pancreatic cystic lesions are frequently
identified due to other medical conditions. Management
of such lesions is based on a meticulous workup to rule
out malignancy. It must be decided whether or not to
resect these lesions taking into account radiological fea-
tures and interpretation of cytology.
Objective. To present the case of a pancreatic cystic
tumor of the neck and body successfully enucleated
with minimally invasive techniques and provide some
laparoscopic tips.
Method: A 48-years-old female patient was admitted to
our service suffering from chronic diffuse abdominal
pain over the last 2 months. Her past medical history
was unremarkable. On examination the abdomen was
distended and painful over the left flank. Routine blood
tests were within normal ranges. An abdominal ultra-
sound was performed revealing a pancreatic tumor.
Contrast-enhanced abdominal computed tomography
showed the presence of a pancreatic head and body
tumor, with mixed: solid and cystic densities. Endo-
scopic ultrasound showed multiple cystic lesions over
the neck and body, and a fine needle aspiration biopsy
determined a mucinous cystic tumor. The patient was
prepared to surgery with the intention to perform a diag-
nostic laparoscopy and enucleation or pancreatectomy.
Results: Surgical findings showed a multi-cystic tumor
of the gland’s neck and body, 3 cm in diameter, with
no affection of the head nor other structures nearby,
which was successfully enucleated by laparoscopy.
The patient presented post-operatively a low-output
pancreatic fistula which resolved uneventfully with
conservative treatment at the 21th post-op day.
Histopathology of the resected lesion confirmed the
diagnosis of a serous multi-cystic tumor of pancreas
with no evidence of malignancy. Patient underwent
radiologic consultation with CAT scans showing no
further tumors postoperatively.
Conclusions: We consider that laparoscopic enucleation
of pancreatic cystic tumors should be attempted when-
ever it’s possible since it’s a safe and feasible therapeu-
tical approach.
EPP-19
LAPAROSCOPIC
CYSTOGASTROSTOMY FOR
TREATMENT OF PANCREATIC
PSEUDOCYST
M. Jacobs and A. Kamyab
Providence Hospital and Medical Centers, USA
Introduction: Pancreatic pseudocysts (PPs) are one of
the known sequelae of pancreatitis. Traditional indica-
tions for intervention include symptomatic, large
(>6 cm), or persistent (>6 weeks) pseudocysts. With
advancements in minimally invasive techniques, laparo-
scopic cystogastrostomy has become a viable alterna-
tive to open internal drainage of PPs.
Method: The laparoscopic cystogastrostomy was per-
formed with the patient in a supine position, using 3
trocars. A stapler was fired between the posterior wall
of the stomach and the pseudocyst, thereby completing
the cystogastrostomy. A transgastric laparoscopic nec-
rosectomy was performed, and the anterior gastrotomy
was closed intracorporeally.
Results: A 33-year-old male underwent a laparoscopic
cystogastrostomy for a large symptomatic PP. OR time
was 86 minutes, with an estimated blood loss of
10 mL. There were no intraoperative or postoperative
complications, and the patient was discharged on post-
operative day five.
Conclusions: Treatment options for PPs include percu-
taneous, endoscopic, and surgical procedures. Open
internal drainage has been the standard of care for
cysts not located in the head of the pancreas, but with
advancements in minimally invasive procedures, laparo-
scopic cystogastrostomy has become an attractive alter-
native. Our experience suggests that laparoscopic
cystogastrostomy is feasible and safe, and should be
considered a viable alternative to endoscopic or open
cystogastrostomy for the management of PPs.
EPP-20
CHEN’S U-STITCH ANASTOMOSIS
FOLLOWING
PANCREATICODUODENECTOMY
P. Zhu, B. Zhang, Z. Huang and X. Chen
Huazhong University of Science and technology, China
Introduction: This 45-year-old male was initially diag-
nosed as obstructive jaundice. Ultrasound, enhanced
CT scan and MRI perfusion imaging tests revealed a
mass size located in the head of pancreas, associated
with intra- and extra-hepatic cholangiectasis. Labora-
tory tests revealed ALT 612 U/L, AST 364 U/L, total
bilirubin 41.4 lmol/L, conjugated bilirubin 31.4 lmol/
L, alkaline phosphatase 444 U/L, AFP 2.7 ng/mL,
CEA 5.58 ng/mL, CA199 22.84 U/mL, urine bilirubin
positive. His medical history indicated that he was
diagnosed as type 1 diabetes mellitus 7-years-ago. This
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patient was diagnosed with pancreatic cancer and then
he underwent pancreaticoduodenectomy. In the opera-
tion, pancreaticojejunostomy was performed with a
novel U-suture technique that was especially developed
for end-to-end invaginated anastomosis. And hepati-
cojejunostomy was performed with purse-string suture
that was especially established for anastomosis between
very small common bile duct and jejunum. The average
drainage volume from the stent in the common bile
duct was 150 mL of bile per day. On the postoperative
day 4, the amylase level in the drainage from abdomi-
nal drains was 73 IU/L. On the postoperative day 7,
the abdominal drains were removed. One month after
operation, the stent in the common bile duct was
removed following cholangiography. The patient was
recovered smoothly. The pathological diagnosis was the
pancreatic nodule resulting from chronic pancreatitis.
These 2 kinds of invaginated anastomosis technique
were especially recommended for small–caliber bile
duct (diameter <5 mm) and pancreatic duct (diameter
<2 mm) reconstruction.
EPP-21
PANCREATICODUODENECTOMY IN A
CASE OF AMPULLARY
ADENOCARCINOMA ASSOCIATED
WITH PORTAL ANNULAR PANCREAS
K.S. Aravind, K.G.S. Bharathy and
T.K. Chattopadhyay
Institute of Liver and Biliary Sciences, India
Introduction: Portal annular pancreas is a rare congeni-
tal anomaly resulting from circumferential fusion of the
pancreatic parenchyma around the portal vein/superior
mesenteric vein. It is asymptomatic, but could have
serious consequences during pancreatic surgery, if
unrecognized. Here we present a case of ampullary ade-
nocarcinoma with portal annular pancreas in a patient
who underwent pancreaticoduodenectomy.
Method: A 57-year-old lady presented with mild
abdominal discomfort for 2 months. There was no his-
tory of jaundice, weight loss or pruritus. On ultrasound
evaluation, she was found to have intra and extrahe-
patic biliary dilatation and CECT showed a double
duct sign but no mass lesion. Endoscopic ultrasound
showed a small periampullary tumor which was posi-
tive for adenocarcinoma on biopsy.
Patient was taken up for a pancreaticoduodenectomy.
A small lesion of about 1.5–2 cm was palpable in the
periampullary region. Intraoperatively a circumportal
annulus of pancreatic tissue was seen to be present
above the spleno-mesenteric confluence. This was
apparent retrospectively on careful review of preopera-
tive CT images. After standard pancreatic transection,
there were 2 pancreatic surfaces, 1 dorsal and 1 ventral
to the portal vein. The superior mesenteric artery
(SMA) was coursing through the medial end of the
retroportal anlage. There was no pancreatic duct visu-
alized in this anlage and it was closed with prolene
interrupted mattress sutures. The ventral anlage con-
tained the main pancreatic duct; a duct to mucosa
pancreatico-jejunostomy was done under 39 magnifi-
cation.
Results: She developed a Grade A (ISGPS) postopera-
tive pancreatic fistula that was managed conservatively.
Patient was discharged 12 days after surgery in a stable
condition. Histopathology revealed a R0 resection of a
T2N0 tumor with no lymphovascular or perineural
invasion.
Conclusions: Awareness of the entity of circumportal
pancreas can help in optimal pre-operative planning as
relationship of the SMA, pancreatic duct to the dorsal
anlage can direct surgical approaches.
EPP-23
PYLORUS-PRESERVING
PANCREATODUODENECTOMY WITH
THE IMANAGA RECONSTRUCTION: AN
OPERATIVE TECHNIQUE AND
BENEFITS
H. Shirakawa, H. Shoichi, Y. Sasakura, M. Tomikawa,
I. Ozawa and Y. Ogata
Tochigi Cancer Center, Japan
Introduction: Following pylorus-preserving pancreato-
duodenectomy (PPPD), we have used the Imanaga
reconstruction (PPPD-Imanaga), originated from
Japan. This procedure which is consists of end-to-end
duodenojejunostomy, end-to-side pancreatojejunostomy
and choledochojejunostomy simulates the normal ana-
tomical arrangement, therefore provides a physiological
mixture of food and fresh bile in the jejunum, which is
similar to that in normal subjects. In addition, this
arrangement makes it possible to exam easily to pan-
creatic duct and biliary tract by endoscopy. We have
reported that PPPD-Imanaga leads a good mixing sta-
tus of bile and food after operation and can be recom-
mended for the patients with disorders of the
pancreatic head and periampullary region. We would
show the operative technique and the change of
patient’s body weight after PPPD-Imanaga.
Method: Our Imanaga reconstruction is as follow: As
the first step in gastrointestinal reconstruction, the
proximal jejunum was elevated through the transverse
mesocolon. The distal end of the duodenum was first
anastomosed end to end to the jejunum. Second, an
end-to-side pancreatojejunostomy with a mucosa-to-
mucosa anastomosis was performed 2–3 cm distal to
the duodenojejunostomy. Third, an end-to-side chol-
edochojejunostomy was created sequentially. Our pre-
sentation movie shows this procedure in detail.
Additionally, to show nutritional advantage of PPPD-
Imanaga, data of body weight on 3, 6 and 12 months
after this operation for the patients with disorders of
the pancreatic head and periampullary region excluded
pancreatic cancer between 1986 and 2012 at the our
institution were retrospectively assembled and studied.
Results: Weight loss was seen in patients following
PPPD-Imanaga, but these losses account for no more
than a mean of 6.4%, 3.0% and 2.9% of preoperative
weight on 3, 6 and 12 months after operation.
Conclusions: Reconstructive technique of PPPD-Imana-
ga have been deviced at our institution. Most patients
were well recovered in long term postoperative periods,
therefore this appears to be recommendable procedure
following PPPD.
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EPP-24
BINDING
PANCREATICOJEJUNOSTOMY
VERSUS BINDING
PANCREATICOGASTROSTOMY
S.Y. Peng, D.F. Hong2, Y.B. Liu3, R.Y. Qin4, J.T. Li5,
J. Cheng2, Y.F. Cui6, H. Yu7, D.S. Huang2 and
X.J. Cai7
Affiliated Hospital Zhejiang University Medical School,
China; 2The People’s Hospital of Zhejiang University,
China; 3Xin Hua Hospital of Shanghai Jiao Tong
University School of Medicine, China; 4Tongji Hospital,
Tongji Medical College, Huazhong University of Science
and Technology, China; 5The Second Affiliated Hospital
of Zhejiang University, China; 6The Second Affiliated
Hospital of Harbin Medical University, China; 7Sir Run
Run Shaw Hospital of Zhejiang University, China
Introduction: Binding Pancreaticojejunostomy (BPJ)
has been widely used clinically .However, if the pan-
creas stump is too large, it might be difficult to be
inserted into the lumen of jejunum. In order to solve
this problem, Binding Pancreaticogastrostomy (BPG)
was developed by the authors.
Method: Both procedures are compared. operative
technique for BPG: (1). Isolation of pancreatic stump
for 2 cm, (2). Pre-place a purse-string suture at the pos-
terior gastric wall around the area where an incision
will be made and the pancreatic stump will be inserted
into, (3). An incision is made at the anterior gastric
wall through which the pancreas stump is pulled into
the gastric lumen via the posterior gastric opening.
Thereafter, the pre-placed purse-string is tied. From
November 2009 to January 2012, 136 cases from 6 cen-
ters were enrolled in a prospective double-blind, ran-
domized controlled trial, and divided into 2 groups:
BPJ group and BPG group. Pre-operative parameters,
serious complications were evaluated and assessed.
Results: There were totally 53 cases in BPJ group and
83 in BPG group, with no significant differences in
baseline parameters between 2 groups. For the intraop-
erative index, such as blood loss, blood transfusions,
pancreatic texture, pancreatic free length and main duct
diameter of residual pancreas, there were no significant
differences (p > 0.05). In BPJ group, PF occurred in 6
cases (11.3%), DGE in 5, hemorrhage in 1, biliary fis-
tula in 2 and abdominal abscess in 1. One patient died
of MOF caused by abdominal abscess. In BPG groups,
PF developed in 5 cases (6.0%), DGE in 11, hemor-
rhage in 3, biliary fistula in 5 and abdominal abscess in
2. No patient died in BPG group. No statistical differ-
ence was found between 2 groups with respect to PF
rate.
Conclusions: Both BPJ and BPG are safe and reliable
procedures for reconstructing pancreatico-digestive con-
tinuity after PD.
EPP-25
VASCULAR RECONSTRUCTION IN
PANCREATIC RESECTION FOR
LOCALLY ADVANCED
ADENOCARCINOMA OF THE
PANCREAS
T.T. Cheung, R. Poon, S.H. Chok, A. Chan, S. Tsang,
S.C. Chan, S.T. Fan and C.M. Lo
The University of Hong Kong, Hong Kong, China
Introduction: The role of upfront surgery for patients
with borderline resectable tumour due to vascular
involvement remains controversial. Vascular resection
has been considered to be associated with increased
morbidity and mortality.
Method: In this video demonstration, we would like to
present a patients with advanced pancreatic cancer with
invasion to the portal vein, superior mesenteric vein,
the right hepatic artery and with close proximity to the
coeliac trunk. A total pancreatectomy and enblanc
resection of the portal vein and SMV was performed.
Primary anastomosis of the SMV and PV was per-
formed. The right hepatic artery was transected and
anastomosised with the splenic artery.
Results: The video demonstrated the anastomosis of
the portal vein in real time without editing. 3 cm seg-
ment of the PV/SMV was resected. The patient had
undergone total pancreactectomy with splecectomy and
primary vascular reconstruction. The clamp on time is
around 15 minutes. She recovered uneventfully. Post
operation CT scan showed intact portal vein and hepa-
tic artery flow. There was no recurrence of disease.
Conclusions: Upfront pancreatic resection with vascular
reconstruction can be safely performed in patients with
cancer of the pancrease with vascular invasion.
EPP-26
EXTENDED DP FOR MIXED
MULTIFOCAL IPMN
L. Yazde, J. Dalpiaz, F. Botter, J. Dodera and
N. Bucich
Hospital Naval Buenos Aires, Argentina
Introduction: The Intraductal Papillary-Mucinous Neo-
plasm (IPMN) of the pancreas originates in the main
pancreatic duct or its branches with different degrees of
duct dilatation and atypia. Predominantly papillary or
almost flat, produces mucin, and has a non-invasive
tendency. It is usually detected in image studies (US,
TC, MR), though the patient may present epigastric
pain or ictericia. Classification of the Japan Pancreas
Society 1996: Type 1 - main pancreatic duct. Type 2 -
branch duct. Type 3 - mixed. It is considered to have a
high malignancy potential, people over 70 years are
associated with malignancy in 60%. The goal of sur-
gery is to prevent noninvasive lesions progress to inva-
sive carcinoma (58% survival at 5 years) and preserve
functional pancreatic tissue.
Method: A 58-years-old woman consults for epigastral-
gia of 6 months without other concomitant evolution.
Physical examination: mild epigastric pain. Laboratory:
increased alkaline phosphatase, negative oncologic
markers. Background: hypertension, hypothyroidism,
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epilepsy, ex-smoker. Image studies: Abdominal US:
multicystic lesion of 45 9 24 9 32 mm in head and
proximal third of pancreas. Multislice CT: hypodense
irregular lesion, heterogeneous pancreatic head and
body. Wirsung-pancreatic MRI: multicystic image of
32 9 21 mm in head and body of pancreas (IPMN
mixed), focal enhancement of 10 mm in V-VIII seg-
ments compatible with FNH/hemangioma.
Results: Intraoperative US was performed detecting
widespread multicystic lesions in the head and body of
the pancreas. Because of compromised margins in
freeze-pathological anatomy, resection extends to the
body, this time being negative. DP was reconstructed
with Machado´s technique. Hospital discharged at 9
postoperative day.
Conclusions: The magnitude of pancreas resection
depends of intraductal extension of the disease. Intra-
operative biopsy should be performed to define the sec-
tion level as many times as necessary to prevent
remaining disease and relapse.
EPP-27
TOTALLY ISOLATED ROUX-EN-Y
RECONSTRUCTION AFTER
PANCREATICODUODENECTOMY
A. Lukashenko and I. Shchepotin
National Cancer Institute, Ukraine
Introduction: Pancreaticoduodenectomy (the Whipple
procedure) is the standard treatment for patients with
periampullary adenocarcinoma. Despite recent favor-
able outcomes, pancreatic anastomotic failure remains
the most common and potentially lethal postoperative
complications of pancreaticoduodenectomy.
Method: In this report, we describe our operative tech-
nique of the totally Isolated Roux-en-Y reconstruction.
Results: The case of a 59-year-old man suffering from
a adenocarcinoma of the pancreatic head is presented
to illustrate the technique. Disease-free margins of
resection were achieved. Pathology revealed a poorly
differentiated ductal adenocarcinoma. There was now
incidence of pancreatic fistula and delay gastric empty-
ing in early postoperative period, with a total hospital
stay of 10 days. Seven months after surgery, she has no
recurrence or distal metastasis.
Conclusions: Use of Roux-en-Y technique for recon-
struction following the Whipple procedure may
decrease the incidence of pancreatic fistula and delayed
gastric emptying.
EPP-28
MINI-LAP CYSTO-GASTROSTOMY FOR
PSEUDOCYST OF PANCREAS
M. Joshi1 and R. Bhadbhade2
1B. J. Medical College, India; 2Joshi Clinic, India
Introduction: Cysto-gastrostomy is a standard opera-
tion described for Pseudocyst of Pancreas. Various
methods like endoscopic, laparoscopic and traditional
open methods are presently described with their limita-
tions. We are presenting here a cysto-gastrostomy
through a small incision which has distinct advantage
over other methods. (The Author will himself narrate
the VIDEO)
Method: Patients having more than 10 cms diameter
size or more single Pseudocyst are selected for this pro-
cedure. Under general anesthesia we take a one & half
inch size transverse incision in the epigastric region.
Anterior wall of stomach is then opened and is sutured
to the skin. Distinct advantage of anchoring anterior
wall of stomach to skin is avoidance of any spillage of
Pseudocyst contents in the general peritoneal cavity.
Cysto-gastrostomy is performed in standard manner as
has been traditionally described by suturing pseudocyst
wall to the posterior wall of Stomach. Layered closure
of the incision is then performed.
Results: We have performed 32 cases so far. Average
Operation time was 50 minutes. There was no mortal-
ity. Four patients had post-operative hemetemesis,
three of which stabilized after conservative treatment &
one required angio-embolization. All patients were
started on oral feeds on 2nd post-op day & majority
were discharged home on 3rd/4th post-op day.
Conclusions: This technique offers advantages of tradi-
tional open & laparoscopic surgery. There is no spillage
of pseudocyst contents in general peritoneal cavity like
in traditional open/Lap surgery. The stoma is bigger in
size & even necrosectomy is possible as against endo-
scopic drainage. It is much more economical than all
other methods as far as hospital stay, operation time &
instrumentation is concerned. We strongly recommend
this technique to all single pseudocysts which are more
than 10 cms. in diameter.
EPP-29
PORTAL VEIN RESECTION
RECONSTRUCTION WITH REPLACED
RIGHT HEPATIC ARTERY DURING
WHIPPLE’S
PANCREATECODUODENECTOMY
K. Palaniappan, V. Shanmugam, G. Narashiman,
R. Perumalla, T. Cherian, S. Reddy, J. Olithselvan,
J. Varghese and M. Rela
Global Hospitals & Health City, Chennai, India
Introduction: Surgery remains the single hope for long-
term survival long-term survival in pancreatic head car-
cinoma. Portal vein invasion is no longer a contraindi-
cation for resection but could be technically
challenging. Resection with reconstruction in a patient
with replaced right hepatic artery from SMA is demon-
strated.
Method: 55-year-old male admitted with features of
carcinoma Head of pancreas. Was evaluated and found
to have a hypodense mass in head of pancreas. CECT
Abdomen revealed a replaced right hepatic artery aris-
ing from Superior mesenteric artery & involvement of
Portal vein by the tumor.
Results: He had a Whipple’s pancreatecoduodenectomy
Procedure. His replaced right hepatic artery was
divided from the tumor & portal vein was resected and
reconstructed in an end to end fashion. Strategies for
management of a replaced right hepatic artery, com-
bined with portal vein resection are demonstrated in
the video. Operative time was about 340 minutes &
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blood loss was about 600 mL. He had an uneventful
recovery & was discharged on 10th Post operative day.
Conclusions: Portal vein/superior mesenteric vein resec-
tion combined with pancreatectomy is a safe and feasi-
ble procedure that increases the number of patients
who undergo curative resection and, therefore, provides
important survival benefits to selected groups of
patients. The strategies demonstrated in the video will
help in decision making during Whipple’s Pancreatico-
duodenectomy.
EPP-30
MIDDLE SEGMENT
PANCREATECTOMY
R.C. Shah, R. Garg and J. Palepu
Lilavati Hospital & Research Centre, India
Introduction: Tumours located in the neck of pancreas
pose a real challenge to the surgeon. Enucleation has
been done for small, benign or low grade malignant
tumours. But sometimes enucleation is risky because of
possible damage to main pancreatic duct. Middle seg-
ment pancreatectomy consists of a limited resection of
the midportion of the pancreas and can be performed
in selected patients affected by tumours of the pancre-
atic neck or body.
Method: Middle segment Pancreatectomy can be done
by different techniques depending on the status of the
main pancreatic duct, eg. double anastomosis or single
anastomosis. We report a case of a 56 year/M found to
have a 4 9 5 cm cystic lesion in the body of pancreas.
On MRI the main pancreatic duct was normal in the
head of the pancreas but dilated distal to the tumour.
Here we are presenting a video on technique of middle
segment pancreatectomy where after exposure of nor-
mal pancreas on both sides of the tumour, the proximal
stump is stapled with NTLC 45 mm. stapler and distal
stump anastamosed to the roux-en- y limb of jejunum
in duct to mucosa fashion.
Results: Post-op, patient had uneventful recovery and
was discharged on day 6. On follow up patient is doing
well without any endocrine or exocrine pancreatic
insufficiency.
Conclusions: Middle segment pancreatectomy is a safe
and feasible procedure for treating tumours of the pan-
creatic neck. In experienced hands it is associated with
no mortality but with acceptable morbidity. Moreover,
it allows a surgeon to preserve pancreatic parenchyma
and consequently long-term endocrine and exocrine
pancreatic function.
EPP-31
CYLINDRIC WIRSUNGECTOMY IN
CHRONIC PANCREATITIS: WAY FOR
ELIMINATION OF PERIPHERAL
DUCTAL HYPERTENSION
A. Varabei, A. Shuleika, Y. Arlouski, E. Vizhinis and
N. Lagodich
BelMAPGE, Belarus
Introduction: Pathogenesis of untreatable abdominalgia
in chronic pancreatitis (ChP) in some cases not under-
standable. To base that exist peripheral ductal hyper-
tension (PDH) as a new reason of severe pain in ChP
and propose new surgical procedure for it correction.
Method: From January 2010 till August 2013 we oper-
ated on 119 patients with ChP in 15 cases after surgery
we operated to pioneer antegrade double balloon enter-
oscopy of pancreatojejunoanastomoses lumen. We
resected pancreatic parenchyma in 37 cases by laser.
Results: We received 7 evidences that concrements in
tributary ducts obstruct their lumen and create PDH.
For it elimination in 11 cases of primary surgery
(9.2%) new procedure was performed: longitudinal
pancreatowirsungectomy and cylindric wirsungectomy
by laser. During repeated surgery of ChP Izbicki proce-
dure was carried out for correction of PDH in 10 cases
(8.4%).
Conclusions: Calcinates in the parenchyma of the body
and tail of pancreas really are tributaryliths. Their pro-
cedure during examination is the indication for cylin-
dric wirsungectomy. Rate of PDH was 17.6%,
magistral–82.4%.
EPP-32
A PANCREATICODUODENECTOMY
AFTER A LEFT EXTENDED
HEPATECTOMY OF A PATIENT WITH
TWO METACHRONOUS
CHOLANGIOCARCINOMAS AMONG
OUR SERIES OF DOUBLE
METACHRONOUS HIGH-LEVEL HPB
SURGERIES
H. Nakano, M. Katayama, S. Kishi, S. Kobayashi,
S. Koizumi, T. Fukunaga and T. Otsubo
St. Marianna University, Japan
Introduction: The Japanese Society of Hepato-Biliary-
Pancreatic Surgery has defined the high-level Hepato-
Pancreato-Biliary (HPB) surgeries to certify a HPB
expert surgeon, e.g., hemihepatectomy, pancreaticoduo-
denectomy (PD), anterior or posterior sectionectomy,
and distal pancreatectomy (DP) due to pancreatic ade-
nocarcinoma, etc. Recent advance of HPB surgery has
enabled us to perform a metachronous high-level HPB
surgery after a previous high-level HPB surgery. The
present video highlights patients who underwent double
metachronous high-level HPB surgeries.
Method: The present video shows a patient with dou-
ble metachronous cholangiocarcinomas who first
underwent a left hemihepatectomy, and who also meta-
chronously underwent a pancreaticoduodenectomy
9 years after the first surgery among our series of dou-
ble metachronous high-level HPB surgeries.
Results: In our series of the high-level HPB surgery, 9
patients underwent double metachronous high-level
HPB surgeries. The video-presented patient is 72-y.o.-
man who had presented with a hilar cholangiocarcino-
ma and undergone a left hemihepatectomy with a cau-
date lobe resection in 2004. Nine years later, this
patient presented with acute pancreatitis and a meta-
chronous cholangiocarcinoma at the intra-pancreatic
bile duct was found. The patient then underwent a pan-
creaticoduodenectomy in 2013. The postoperative
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course was uneventful. Among the 9 patients with dou-
ble high-level HPB surgeries, 3 underwent high-level
hepatic resection (HL-HR) first and then PD second,
the other 3 did PD first and then HL-HR second, the
other 2 did double metachronous HL-HRs, and the 9th
patient did PD first and DP second. These 9 patients
did not suffer serious postoperative complications after
the second high-level HPB surgery.
Conclusions: The metachronous high-level HPB surgery
after the previous high-level HPB surgery seems impor-
tant for the HPB expert surgeons and this complicated
second surgery seems feasible and appropriate for con-
sidering prognosis.
EPP-33
ROBOTIC PANCREAS
TRANSPLANTATION
V. Perrone, M.A. Belluomini, N.D. Lio, F. Caniglia,
S. Signori, F. Vistoli and U. Boggi
University of Pisa, Italy
Introduction: Surgical complications are a major draw-
back to pancreas transplantation, despite the undis-
puted benefits of restored insulin independence. The da
Vinci surgical system offers the unique opportunity to
test whether laparoscopy can reduce the morbidity of
pancreas transplantation.
Method: We performed the first case in the world of
robotic-assisted pancreas transplantation. The recipient
was a 43-year-old female. She was post-uremic because
of a previous renal transplant, but she still suffering
from progressive proliferative retinopathy and severe
autonomic neuropathy despite optimal insulin therapy.
Results: The operation was carried out through an
11 mm optic port, two 8 mm operative ports, and a
7 cm midline incision. The latter was used to introduce
the graft, enable vascular cross-clamping, and create
exocrine drainage into the jejunum. Vascular anasto-
moses were fashioned on the external iliac vessels. The
pancreas was reperfused after 8 hours and 52 minutes
of cold storage. Warm ischemia time was 28 minutes.
The pancreas transplant functioned immediately, and
the recipient became insulin independent. The patient
had no complications during or after surgery and
remains insulin independent 3 years after surgery.
Conclusions: Robotic pancreas transplantation is feasi-
ble without adaptation in established open techniques.
Whether or not this new approach will be applicable
on a large scale depends on demonstration of its safety
and efficacy in a large cohort of patients.
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